Objective: The suicide rate for Queensland's Aboriginal and Torres Strait Islander young people is over four times that of their nonIndigenous counterparts, with Aboriginal and Torres Strait Islander children (under 15) dying by suicide at 12 times the non-Indigenous rate. There is a need for interventions that are culturally validated and community-endorsed. The aim of this article is to describe the design and implementation of a group-based intervention, as well to report the results of the various qualitative and quantitative measures. Method: Sixty-one Aboriginal and Torres Strait Islander persons aged 11-21 years completed a social-emotional wellbeing (SEWB) program at headspace Inala. Data were available through to 2-month follow-up for 49 participants. The program was designed and delivered in collaboration with the local Aboriginal and Torres Strait Islander community. Results: There was a statistically significant decrease in suicidal ideation experienced by the participants after completing the program. Qualitative measures indicated that participants experienced improved understanding of holistic health and an increased number of coping skills. Conclusions: Not only was this the first evaluated intervention in Aboriginal and Torres Strait Islander youth to ever report a decrease in individual suicidality, the program was carefully designed and implemented in consultation with community in a culturally sensitive manner and thus provides an invaluable framework for future SEWB work.
1 Aboriginal and Torres Strait Islander young people are highly overrepresented in the incidence of mental health issues and suicidal behaviours in Australia. 2 Mental health interventions have been largely ineffective in addressing this. 3 There is a need for interventions that are culturally validated and community-endorsed.
What this paper adds
1 This is the first published intervention to report a significant decrease in suicidal ideation in an Aboriginal and Torres Strait Islander sample. 2 The results suggest that the program was effective in improving social and emotional literacy and acceptance of helpseeking. 3 The findings suggest that suicide prevention initiatives that include strategies to ameliorate socially determined stressors are likely to have greater acceptance.
Addressing the disproportionally high prevalence of suicide within Aboriginal and Torres Strait Islander communities has been increasingly identified as a major health priority. The suicide rate for Indigenous Australians is over twice that of nonIndigenous Australians, with young people at even higher risk (Australian Bureau of Statistics [ABS], 2012). Queensland's Indigenous youth (under 18) were recently found to die by suicide at a rate four times higher than their non-Indigenous counterparts (Commission for Children and Young People and Child Guardian, 2014) , and this disparity widens to over 12 times for those under 14 years (Soole, Kolves, & De Leo, 2014) . Despite targeted policies and plans towards addressing this issue (Department of Health and Ageing, 2013; Dudgeon, Milroy, & Walker, 2014 ; Office for Aboriginal and Torres Strait Islander Health, 1996 ; Social Health Reference Group [SHRG], 2004; Swan & Raphael, 1995) , there remains limited evidence of improvement. The most recent overcoming Indigenous disadvantage (OID) report (Commonwealth of Australia, 2014) found that the incidence of psychological distress and that of self-harming in Aboriginal and Torres Strait Islander peoples had increased in the 3 years since the previous report. Although research efforts have increasingly clarified these disparities, the evidence for effective prevention of Indigenous youth suicide remains noticeably lacking. Several recent systematic reviews of Indigenous suicide prevention programs have recognised the absence of effective program evaluations to inform Indigenous suicide prevention policy and practice (Clifford, Doran, & Tsey, 2013; Harlow, Bohanna, & Clough, 2014; Ridani et al., 2015) . At the time of writing, no review of any intervention with evidence of a significant decrease in suicidal behaviours (either fatal behaviours or non-fatal behaviours such as suicide attempts, self-harm, or suicidal ideation) in Aboriginal or Torres Strait Islander young people had been published.
The reasons why interventions and services have, so far, failed to reduce suicidal behaviours in young Indigenous Australians are many, complex, and interrelated. The generations of forced removal of communities from their traditional homelands and children from their families, with government policies made "on" and "for" Indigenous Australians, are implicated in the high rates of mental health disadvantage experienced by Aboriginal and Torres Strait Islander peoples today (Human Rights and Equal Opportunity Commission [HREOC], 1997; SHRG, 2004; Zubrick et al., 2005) . These experiences have also cemented a fear of government departments and distrust of health services, resulting in Aboriginal and Torres Strait Islander young people accessing mental health treatment at a rate far lower than commensurate to need (Eley et al., 2007; Westerman, 2010; Zubrick et al., 2005) .
The lack of input and involvement sought from Indigenous communities on the delivery of health care has led to predominantly Eurocentric services and treatment models, which over-, under-, and misdiagnose mental illness and have been ineffective in meeting the mental health needs of Indigenous young people (Henry, Houston, & Mooney, 2004; HREOC, 1997; Westerman, 2010) . While many non-Indigenous models of mental (and physical) health tend to locate the source and treatment for disorders within the individual, in Aboriginal and Torres Strait Islander peoples, the determinants and manifestation of wellbeing are known to be more inclusive of the broader context. The concept of social-emotional wellbeing (SEWB) takes this wider context into account, recognising the importance of factors such as land, community, culture, and ancestry in determining health and wellbeing outcomes; thus there is also the need to incorporate these factors into interventions (Zubrick et al., 2010) . While SEWB is accepted as a valid model for understanding Australian Indigenous (mental) health phenomena, culturally appropriate, SEWB-based programs are few and culturally inappropriate and adverse treatment experiences continue to reinforce the extant fear and mistrust within communities, which further increases reluctance to access mental health services (Eley et al., 2007; Westerman, 2010) . Indigenous young people are less likely to access mental health treatment at lower or early stages of risk, which results in higher rates of psychiatric admissions (Australian Institute of Health and Welfare, 2011), poorer treatment outcomes (Vicary & Andrews, 2001 ) and, likely, higher suicide rates (ABS, 2012; Soole et al., 2014) .
There is, therefore, a clear need for interventions that are culturally validated and community-endorsed that can address the cyclical nature of service failure, mistrust, and poor engagement that are maintaining the disproportionately high levels of suicidal behaviours and poor mental health among Australia's Indigenous youth.
Background
Inala is a suburb in south-west Brisbane in which 7.9% of the local population identifies as Aboriginal and/or Torres Strait Islander; this is in comparison to a Queensland average of 4.2% and a national average of 3.0% (ABS, 2013) . Since 2010, the Inala Aboriginal and Torres Strait Islander Elders have held a monthly open community forum for Elders, the community, leaders, health workers, and other stakeholders to discuss issues related to, and strategies to address, the determinants of mental illness and suicidality within their community, called the "Suicide Prevention and Mental Health Program" (SPAMHP).
headspace, the National Mental Health Foundation, provides early intervention mental health services to 12-25 year olds, focusing on innovating methods to engage and support young people. In 2012, headspace launched a local centre in the Inala area and began initial discussion with SPAMHP about working together to best meet the mental health needs of the Aboriginal and Torres Strait Islander youth community. In 2013, headspace Inala and SPAMHP partnered to trial an innovative strategy to engage with, and provide mental health services to, Aboriginal and Torres Strait Islander young people by providing a shortterm group-based intervention designed to increase SEWB and thereby decrease mental health problems and suicidal behaviours.
The aim of this article is to describe the design and implementation of the group-based intervention, as well to report the results of the various qualitative and quantitative measures that were taken to evaluate the program. Not only was this the first evaluated intervention in Aboriginal and Torres Strait Islander youth to ever report a decrease in suicidality, it was carefully designed and implemented in consultation with community in a culturally sensitive manner and thus provides an invaluable framework for future SEWB work with Aboriginal and Torres Strait Islander individuals and groups, and youth groups in particular.
Methods

Development of a Culturally Appropriate Framework
This project was developed using a community-based participatory research (CBPR) framework, increasingly accepted as an effective modality for research with Indigenous communities. There are two key components of the CPBR approach: (a) reciprocal partnerships between community and researchers as "co-investigators" whereby decision-making and direction are shared, and communities are seen as possessing expertise and knowledge of the issues, possible solutions, and their implementation; and (b) immediate and direct benefit to communities of new research and gained knowledge which includes shared ownership of research outcomes and disseminated products (Viswanathan et al., 2004) .
In order to address the complex and cyclical issues which have thus far hindered Aboriginal and Torres Strait Islander youth suicide prevention initiatives, a framework based on the following three principles was established: (a) Community ownership: The program was developed by and for the local Indigenous community; (b) cultural validity: The program was based on culturally accepted constructs for discussing and improving health and wellbeing; and (c) community-individual engagement: The program was delivered within a framework designed to build genuine relationships and trust with the young people and their broader community.
Cultural governance
A primary vehicle for implementing the above three principles was a cultural governance framework, which involved three key groups: a Project Youth Advisory Group (YAG) which was established for this project, the Steering Committee, and the Inala Elder's SPAMHP meetings, which were both existing community oversight structures. The YAG consisted of local Aboriginal and Torres Strait Islander young people who were already associated with either headspace Inala or SPAMHP as future leaders (youth undergoing culturally appropriate guidance to become mental health gatekeepers in the community). Members of this group had the opportunity to participate in the pilot SEWB group program. The YAG also approved the program content and the project team's approach to engaging with and supporting participants. Membership of the Steering Committee was made up of key elders (who are elected members of the Inala Elders Aboriginal and Torres Strait Islander Corporation) and local Indigenous health professionals. The Steering Committee was the principal cultural governance mechanism which provided cultural oversight for the overall project goals, and provided advice on the design of the program and engaging with participants to ensure the approach the project team took was consistent with Aboriginal and Torres Strait Islander cultural values and understanding of SEWB, help-seeking, and education.
SPAMHP meetings were monthly events, where any community member could take part and ask questions or provide feedback on the activities of the project. This ensured project activities were transparent and responsive to community concerns and feedback, which enabled, thus, cultural governance to extend to the whole community. On average, between 20 and 30 min of each 90-min meeting was dedicated to the project.
Evaluation
The project was evaluated by a team from Griffith University. The evaluation team met with project staff and members of the Steering Committee as well as attended SPAMHP meetings throughout the design and implementation of the project. Neither of the evaluation team members identifies as Aboriginal or Torres Strait Islander; however, DMS is of New Zealand M aori descent and has experience in carrying out research with minority groups and MG has worked in Indigenous wellbeing program development and as a psychologist with Indigenous consumers in mental health settings. Two of the authors of the present article, LD, program facilitator and headspace Inala program and community liaison manager, and RR, SPAMHP program manager, identify as Aboriginal. RR is a descendant of the Yuggera and Birrigubba People and LD is a proud Aboriginal woman who is on a continuing journey to learn about her Aboriginal family history.
Development of a Culturally Appropriate Program Design
Key to the development of the SEWB program was ensuring the topic areas delivered to participants were conceptualised in a way that made sense from a cultural perspective. Project staff in conjunction with the Steering Committee and the YAG developed key topic areas relevant to a conceptualisation of health as holistic. These were consolidated into four broad topics:
• Being healthy;
• Being loved and safe;
• Personal growth; and • Cultural and spiritual healing.
In consultation with the YAG, the most valuable content was identified and prioritised, which resulted in eight topics to be delivered over four 1-hr weekly sessions in the following order: The program was given the title "United Health Education and Learning Program" (UHELP) by the participants of the first (pilot) delivery of the program and was approved by the Steering Committee, Inala Elders, and SPAMHP meeting participants.
Program Delivery
In addition to an hour of content, each UHELP session included an hour of physical activity (touch football, relays, traditional Indigenous games) and the sharing of a healthy meal, with accompanying nutritional advice. This time served as a platform for facilitators to build relationships with participants prior to engaging in the SEWB content. Modelling holistic health with the mental health benefits of exercise (Penedo & Dahn, 2005) and healthy diet (Oddy et al., 2009 ) is consistent with Indigenous conceptualisations of wellbeing (Swan & Raphael, 1995) and was considered to be as important to the program as the content. The program was run with separate groups for male and female participants and jointly facilitated by a male and a female project officer from the local Indigenous community, with culturally sensitive material delivered by a same-sex facilitator. In total, the program was delivered to nine groups of young people over a 1-year period.
Participants
There were 75 Aboriginal and Torres Strait Islander persons aged 11-21 years (M = 15.13; standard deviation [SD] = 2.37; 58.7% males and 41.3% females), recruited from the local community. A total number of 61 participants completed the program, meaning that they had attended a minimum of 80% of the content sessions. Data were collected for 49 participants (65%) who were able to be followed up at 2-months after program completion.
Data Collection
The evaluation used a mixed methods approach and covered the broad domains of program impact and governance and cultural acceptability. The data collection in relation to program impact on participants took place in three phases for each delivery.
• Phase 1 established baseline qualitative and quantitative data (i.e., pre-program measures); • Phase 2 consisted of collecting post-program measures;
• Phase 3 consisted of follow-up at 2 months after program completion, to determine whether any changes were sustained over time. Data were also collected over the life of the project by headspace Inala and by way of the different mechanisms of the Inala Elders in relation to community response and cultural governance and acceptability of the project.
Qualitative measures
Participant knowledge about SEWB and its promotion were assessed using focus groups. Questions asked in the Phase 1 (pre-program) groups included "what do you know about dealing with hard stuff?" and "what do you do to keep yourself grounded in culture and country?."
The Phase 2 (post-program) focus group asked all of these questions again, but also explored participant satisfaction, gathered feedback to improve the groups, and asked participants if they would recommend a peer take part in the future. The broader project team met to discuss and examine their experiences and to engage in reflective analysis of qualitative learnings gained not only from the focus groups but also from the experience of designing and facilitating those groups. Thematic analysis was undertaken to reveal key concepts and structures, and enhancements were made to the qualitative data collection throughout the program. For example, additional questions were added to the Phase 2 (post-program) focus group to explore participants' perceptions of personal benefits and changes that had occurred as a result of the program.
Quantitative measures
At Phase 1, baseline measures of psychological distress were collected using quantitative tools. The tools used for the initial delivery were the Westerman Aboriginal Symptom Checklist (WASC; which included a suicide subscale) and the Kessler Psychological Distress Scale (K10; a widely used indicator of psychological distress, which was already routinely used by headspace; Kessler et al., 2003) . In the first program delivery, the youth and adult versions of the Westerman Aboriginal Symptom Checklist (WASC-Y and WASC-A, respectively; Westerman, 2003) were used as appropriate. However, as the participants' age range was younger than expected, with very few participants over 18, in subsequent deliveries only the youth version was used, so all questionnaires could be compared and used in meaningful analysis.
Enhancements were also made to the quantitative battery of assessment over the life of the project. Analysis of the first delivery showed limited change in the suicide subscale from the WASC-Y and examination of the items on the subscale revealed that many assess "static" risk factors, such as lifetime history of suicide attempts. That is, the Westerman instrument appears to provide a better measure of overall lifetime suicidality rather than current, and therefore not as sensitive to changes in suicidality over relatively short periods. The importance of assessing current suicidality is highlighted by elevated lifetime prevalence of suicidal behaviours in the participants: approximately a quarter had experienced suicidal ideation or made an attempt. The incidence of knowing someone that had died by suicide (over two thirds; 69.3%) was also high in the overall sample and this has been identified as a risk factor for suicidality (Pitman, Osborn, King, & Erlangsen, 2014) . In order to more accurately assess whether there had been a change in suicidal ideation as a result of the program, the four suicide items from the General Health Questionnaire-28 (GHQ-28; Goldberg, 1978) , which have previously been used separately to assess suicidal ideation in Australia (e.g., Watson, Goldney, Fisher, & Merritt, 2001) , were used in subsequent program deliveries.
Additionally, exploration of the WASC Cultural Resilience subscale following the pilot phase revealed that the seven items in the scale assess both self-confidence and community belonging. Since, through the focus groups in the pilot delivery of the program, the participants professed a strong cultural identity before participating in the program, it is not surprising that the results for Cultural Resilience did not reveal significant improvements, despite the qualitative indication that selfesteem had improved in participants. In order to attempt to capture changes related to self-confidence, then, the Rosenberg Self Esteem Scale (RSES; Rosenberg, 1979) was used from the third delivery of this program.
Before the additional suicidality and self-esteem assessment tools were selected, the team from Griffith Univeristy recommended several scales that had previously been used in program evaluations to the broader evaluation team. The Indigenous members of the broader team (with over a decade of experience working with young people in this community) determined which of the measures were most culturally acceptable and age-appropriate for the program participants, and presented their selection to the Steering Committee for approval, as required within the cultural governance framework. These same measures were used at Phase 2 (post-program) and again at Phase 3 (follow-up at 2 months).
The program facilitators also monitored participants to identify those in need of further support, such as a referral to headspace, with the psychometric tools used in the program, particularly the WASC.
Results
Qualitative Data
Focus group sessions
General observations
Fourteen focus groups (seven paired pre-and post-sessions) were recorded and subsequently transcribed. Key themes were identified and changes within these themes from pre-to postsessions analysed independently by two members of the Griffith University team (DMS and MG). These two members then met and discussed differences in their analyses in order to achieve a consensus.
Overall, it was observed that participants were fairly reluctant to answer questions in the pre-program sessions but were readily volunteering information in the post-sessions. In the post-sessions, participants responded unanimously that they felt the program had helped them and would recommend it to other people. The primary themes in relation to how participants were helped were assistance in staying healthy, changed perception of mental health/help-seeking, and learning more about culture.
Concepts of Health
Physical health: Overall, it was observed in the pre-program focus groups that participants articulated very limited and rudimentary concepts of health, only extending to basic physical health. Often the points identified were catch phrases, such as "an apple a day keeps the doctor away." In the post-program sessions, participants were able to provide discussion of more advanced concepts, such as the benefit of a healthy meal distribution, in six of the seven post-program groups. In addition to reporting "exercise" as a factor in wellbeing, six post-program groups were able to expand this understanding to regular and ongoing exercise.
Psychological/emotional health: "Mental health" or "mental stimulation" were the only indicators of psychological/emotional wellbeing that were identified in the pre-program sessions, which were only mentioned in two of these focus groups. All post-program groups discussed the importance of psychological health on overall wellbeing, demonstrating a much greater understanding in this area. These discussions focused on maintaining a healthy self-image. This area of wellbeing showed the most notable and consistent changes after program completion.
Preventative health: The initial sessions had very limited discussion around preventative behaviours. Only four of these groups were able to identify any behaviours to avoid and these were only substance use. By contrast, all post-program sessions identified the importance of avoiding harmful behaviours. Preventative health measures were also discussed in over half of the post-program groups.
Social/community/environmental health: No pre-program focus groups generated any discussion in these areas of health and wellbeing. All post-program groups discussed social and community health, focusing on maintaining positive relationships and avoiding isolation, harmful relationships, and violence. Two of the post-program sessions discussed personal involvement with and maintaining a healthy environment. Employment and school engagement were also identified as strategies to maintain health and wellbeing.
Coping Strategies
While almost all pre-program groups (6 of 7) indicated that talking to someone or enlisting help was a coping strategy, in only two groups were participants actually able to identify specific people they could turn to. Three of the pre-program groups provided maladaptive strategies (drinking, smoking, aggression, and violence) as coping strategy examples. While limited references to problem-solving or relaxation were made in other pre-program sessions, only one of the pre-program focus groups generated any discussion of other coping strategies, which included positive thinking and self-image. Overall, there was a distinct inability to identify coping strategies among participants before the program.
After the program, all focus groups were able to identify people they could turn to for help, including Elders, family and friends, and relevant professionals or services, such as headspace (including project facilitators), teachers, education workers, police, youth workers, health services, and doctors. Groups were also able to identify important qualities in people they can turn to (non-judgemental and trustworthy). There was a marked increase in the quantity and quality of the coping strategies identified after the program. The key themes of the post-program focus groups were (a) supporting effective problem-solving (distraction, positive-thinking, positive selfimage, catharsis) and (b) problem solving strategies (avoid triggers, avoid negative influences, create distance from the crisis; calmly discuss concerns with involved parties, model appropriate behaviour, and practice emotional regulation).
Cultural Engagement
There was very little difference between the before and after discussions on cultural engagement as participants appeared to have high pre-existing levels of cultural engagement. Participants reported that they engaged by learning more about their culture, maintaining contact with elders, family, and community members, maintaining connections to country, participating in cultural activities (dance, art, language), and celebrating culture through stories. The only new theme generated in the post-sessions was the importance of taking responsibility in the community.
Carer feedback
Following the pilot delivery of the program, unsolicited anecdotal reports were regularly received from carers about the benefits of the program.
Wider community response
The feedback received strongly suggested local community acceptance of the program and the support offered to their jarjums (children) through its delivery. One indicator of this was the increased number of referrals to headspace Inala of Aboriginal and Torres Strait Islander young people. In the period immediately prior to the project (February to May 2013), the proportion of headspace Inala young people identifying as Aboriginal and/or Torres Strait Islander was 8.9%, this rose to 16.4% for the period following the program (October 2013 to January 2014). Between October 2013 and October 2014, a total of 71 young Aboriginal and/or Torres Strait Islander people accessed headspace Inala for individual support, which is an increase of 28% on the previous 12-month period.
The project was not only well received by community members, but it was also embraced by local service providers. The local Youth Justice branch began encouraging clients to participate in the program, and UHELP participation was even included as part of an approved alternative to the imposition of a custodial sentence. A special delivery of UHELP program was also arranged for the Annual Inala Wangarra Rite of Passage Program for local young Aboriginal and Torres Strait Islander females.
Quantitative Data
Data from the K10, GHQ-28 Suicide items (GHQ-Suicide), RSES, and the WASC were analysed using descriptive and inferential statistics to compare participant outcomes at each stage of the program. Paired t-tests were used to compare results on the different scales. The level of statistical significance was set at p < .05. Results appear in Table 1 . It should be noted that, as the t-test results for each (sub-)scale are paired, or within subjects, tests, they do not compare the differences between group means but rather the results of the individual participants at each stage of the project, which is standard statistical procedure for this type of study.
K10
The within subjects difference between pre and post scores was close to statistical significance, t(60) = 1.84, p = .070. Although the distress scores were lower at follow-up than at the post stage, the decrease from the pre to follow-up stages was not significant, t(48) = 1.17, p = .247.
GHQ-Suicide
The GHQ-Suicide difference between pre and post, t (36) = 2.79, p = .008, was the most significant result found in the program evaluation; however, the significance was not maintained at the follow-up stage, t(27) = .53, p = .597.
Rosenberg Self Esteem Scale
There was an increase between the pre and post scores, and this approached statistical significance t(25) = 1.76, p = .089. Although scores were also higher than the pre-program stage at follow-up, this was not significant, t(18) = .20, p = .837.
Westerman Aboriginal Symptom Checklist
Depression
Although the mean depression score was lower at the postprogram stage than at the pre-program stage, and lower still at the 2-month follow-up, the intra-individual differences did not reach statistical significance, t(60) = 1.09, p = .277, and t (47) = 1.61, p = .114, respectively.
Anxiety
Mean scores for Anxiety decreased from pre-program to postprogram and again to follow-up stages, but these differences were not statistically significant, t(57) = .51, p = .607, and t (43) = .86, p = .390.
Suicide
There was a decrease in mean score from pre-to post-program (and a slight increase at follow-up), but the differences were not statistically significant, t(57) = .39, p = .693, and t (43) = .18, p = .858.
Alcohol and drugs
The mean participant score for alcohol and drugs decreased from pre-to post-program stages but increased at follow-up to a level slightly above pre-program. These differences, however, did not reach statistical significance, t(57) = 1.29, p = .201, and t(43) = .67, p = .506.
Impulsivity
Although mean impulsivity scores decreased after the program and again at the 2-month follow-up, the differences were not statistically significant, t(60) = .72, p = .469, and t(47) = 1.04, p = .299, respectively.
Cultural Resilience
There was a slight increase in scores from pre to post, t (57) = 1.41, p = .162, which was not present at the follow-up stage in the within subjects analysis, t(43) = −.09, p = .923.
Aboriginal Torres Strait Islander suicide
As noted, 61 (81%) of the participants completed the program out of the commencing 75. The participants who did not complete the program were found to have significantly higher alcohol and drug use scores, and to be older than the participants who were able to complete the program, t(69) = 2.00, p = .048 and t(73) = 2.74, p = .008, respectively.
The project officers also reported that it was the older participants who often had higher levels of instability, with multiple life stressors (such as housing issues, family conflict, and substance use) and were the hardest to stay connected with throughout the program.
Discussion
The outcomes among participants improved both quantitatively and qualitatively across the program. From the focus group results, participants were able to identify more holistic concepts of health and effective means of maintaining their wellbeing, including mental health, social health, cultural wellbeing, health through moderation and prevention, environmental connection, and hygiene. There was also a substantial increase in participants' ability to articulate coping and problem-solving strategies. Additionally, participants demonstrated an increased understanding and acceptance of help-seeking. These results suggest that the program was effective in improving social and emotional literacy and acceptance of help-seeking, and are likely to be indicative of a decrease in the stigma surrounding mental health issues and help-seeking.
The GHQ-Suicide scores were significantly lower after the program, suggesting that the program was effective in decreasing participants' suicidal thinking. As the K10 and RSES scores were lower and higher, respectively, post-program (at a level approaching significance), it is likely that participants also experienced a decrease in psychological distress and an increase in self-esteem as a result of completing the program. Unfortunately, the level of near-significance for these measures was not maintained at the 2-month follow-up. The fact that only 49 participants were able to be contacted for data collection at the follow-up stage (65% of those who commenced the program) had an impact on the statistical power of the analyses. Many of the analyses on the Phase 3 data did not find the same positive trends reported between Phases 1 and 2, or, indeed, revealed a negative trend. It is difficult to interpret if these results reflect the limited number of participants contacted at this stage or if participants' improvements were not maintained.
The WASC-Y was administered for this project as it was the most widely used age and culturally validated assessment measures for Aboriginal and Torres Strait Islander youth, despite its lack of use to date as an evaluation tool. Although participants reported to facilitators that they appreciated having this questionnaire (i.e., supporting its age-and cultural-appropriateness) and headspace staff reported that the high-risk subscale scores were meaningful indicators of participants in need of follow-up assistance, there were challenges in interpreting the results of this instrument for program evaluation. As noted, many of the WASC-Y subscales include items which assess static risk factors which are not likely to change over the course of a 6-week program, such as "I have ever used drugs" or "I have ever known someone who died by suicide" or "I speak my Aboriginal language." It is therefore not surprising that several of the WASC-Y subscales did not reveal the pre-and post-program differences that the other instruments did. This instrument is perhaps more useful as a tool to provide a comprehensive multi-faceted assessment of risk and wellbeing, rather than one to measure change occurring as a result of an intervention.
Although generally statistically modest, the positive outcomes of the UHELP pilot are nonetheless noteworthy, particularly the decrease in suicidal ideation (GHQ) scores. A systematic review of Indigenous suicide prevention initiatives revealed that no evaluated intervention has ever found a significant decrease in suicidal behaviours in Aboriginal or Torres Strait Islander peoples (Clifford et al., 2013) . Thus, this program evaluation becomes the first piece in the long-awaited (and much-needed) evidence-base for Aboriginal and Torres Strait Islander suicide prevention. The need to identify effective models to improve outcomes in this area is paramount, as recent research has identified that the statistically significant decrease in suicide rates seen generally has not been reflected in Aboriginal and Torres Strait Islander communities (Kõlves, Potts, & De Leo, 2015) . That these results found an improvement in youth suicidality is especially encouraging, as the disparity between young Indigenous and non-Indigenous suicide rates is widest across the lifespan (ABS, 2012). As over 30% of young people who have taken their own lives in Queensland in the last 5 years were of Aboriginal and Torres Strait Islander origin (Commission for Children and Young People and Child Guardian, 2014), replicating programs like this has substantial potential to improve the overall youth suicide rate. The significant decrease in participant suicidal ideation postprogram is particularly notable, as the UHELP program did not specifically educate participants about suicidality warning signs, symptoms, risk factors, depression, or provide suicide safety planning procedures, which are common features of suicide prevention programs (Department of Health and Ageing, 2007) . Rather, the program materials related to social, environmental, behavioural, and emotional contributors towards ill health and engaged participants in information-sharing and skill-building to address these holistic factors. It performed this by using culturally informed ways of healing to improve positive wellbeing, goal-setting, relationships, and community safety. Although suicide was not part of the planned content, in each group, the topic of suicide was raised by participants in discussions of the impact of trans-generational trauma. Indigenous suicides have been observed to occur along with a higher rate of stressful events, such as relationship conflict, bereavement, and legal problems at the time of death (De Leo, Sveticic, Milner, & McKay, 2011) . The significant decrease in suicidal ideation, without the topic being specifically included in the program, may reflect the strong role life stressors play in Aboriginal and Torres Strait Islander suicide trajectories. This aligns with previous research identifying that, although it is acknowledged that suicide is generally a multifaceted phenomenon, suicide is more of a social and cultural occurrence than a medical or mental health disorder in Aboriginal and Torres Strait Islander communities than other groups, and can be seen more as a culmination of historical events, socioeconomic disadvantage, and other stressors within a support framework that is neither appropriate nor adequate (Elliott-Farrelly, 2004; Hunter & Milroy, 2006) . Findings from this evaluation suggest that suicide prevention initiatives that include strategies to ameliorate socially determined stressors and increase the capacity to manage existing stressors are likely to have greater acceptance, and, indeed, impact in Aboriginal and Torres Strait Islander populations. Aboriginal and Torres Strait Islander youth suicide prevention may be thus best achieved through acknowledging the particular unmet needs of this population and addressing factors including cultural identity, transgenerational trauma, discrimination, and racism, in addition to the broader challenges facing young people today, such as substance misuse, educational disengagement, criminal justice, sexual health, and relationship issues. It is important to reflect that this is consistent with the advice from the Inala Aboriginal and Torres Strait Islander Elder's and community at the commencement of the program. SPAMHP, a group dedicated to preventing suicide, partnered to develop a program with no explicit suicide prevention content, focusing instead on content including relationships, employment, health and culture. This confirms what could be called the "first rule" or "first step" in effective service delivery, program, or research: understanding community identified needs, as Aboriginal and Torres Strait Islander communities are very aware of what the needs of their young people are and that what communities require is the support and resourcing to meet those needs.
One poignant observation from the focus group component is that, prior to the program, the male participants were not able to identify any services or individuals they could turn to for help, and could not articulate any adaptive coping strategies they could employ to deal with difficult experiences and stressors. This is particularly significant in the context of the higher suicide rates in young male compared to young female Aboriginal and Torres Strait Islanders, as well as compared to young males overall in Australia (ABS, 2012), as this lack of identified support options and coping strategies could be a critical factor in the suicide trajectories in this high-risk population. Further research in this area could have pertinent applications, not only in developing suicide prevention programs, but also in improving risk assessments within clinical settings for young Aboriginal and Torres Strait Islander males. Those in this population group who die by suicide are less likely to have ever accessed treatment for mental health issues (Soole et al., 2014) , and thus community-based early intervention may be an effective treatment model.
The rate of life time suicide attempt (23%) identified in this study was similar to findings in other urban Aboriginal and Torres Strait Islander youth samples (24.4%; Luke et al., 2013) . However, an additional finding in this project was the incidence of knowing someone that had died by suicide (69.3%), which had not previously been reported in an Aboriginal and Torres Strait Islander youth population. There has been significant research outlining the increased risk of suicidality and poorer mental health outcomes in those bereaved by suicide (Pitman et al., 2014) . In a study on European and Australian adolescents, 33.9% of participants who self-harmed knew someone who had died by suicide (De Leo & Heller, 2008) . In a study on Aboriginal young people, those who knew someone who had attempted suicide were more likely to have seriously thought about suicide themselves (Zubrick et al., 2005) . While this is a small sample and the issue requires further exploration, this finding may provide valuable information for future suicide prevention initiatives in Aboriginal and Torres Strait Islander communities. It is possible that it would be better not to view "postvention" interventions as dichotomously separate from suicide prevention initiatives, as it can be in other Australian populations, and postvention support may need to be included across the suicide prevention spectrum (Department of Health and Ageing, 2007) .
Limitations
Given that this project utilised a CBPR framework, community members and stakeholders were able to provide feedback throughout. As methodological adjustments were made at each delivery, the final assessment battery was not used for all program participants and this limited the overall sample and effect Aboriginal Torres Strait Islander suicidesize. This was further exacerbated by the low retention rate at the 2-month follow up. It should nevertheless be noted that, in each subsequent delivery of the program, there was an increase in the percentage of participants that project officers were able to contact for follow-up data collection, because of improvements in collection procedures. This increased data collection capacity across a full quantitative measures battery could lead to more meaningful and accurate results in further program deliveries.
Also, due to the small sample size recruited from a single Aboriginal and Torres Strait Islander community, there are obvious limitations to the generalisability of the results. Further research is needed to trial this approach in larger samples and other communities to determine its feasibility as a mechanism for addressing the high prevalence of suicidal behaviours in Aboriginal and Torres Strait Islander young people. It is important to note that it is the approach rather than exclusively the program per se that should be expanded. The outcomes reported here are not just the result of the program but are tied, also, to the process of community engagement and joint program development and delivery. Central to any replication elsewhere would also be the need to involve key community members and establish cultural governance, ultimately ensuring the local community felt the program was appropriate and useful for their young people and not simply implementing by external services "to" community rather than "with" community. Additionally, some of this program's content provided young people with information about services and avenues for help-seeking, and this may yield different results in other locations with different or fewer resources. Finally, as this program was delivered by staff from a local support service, it is difficult to determine if it would have been as effective if it had been implemented as a "stand alone" model without a connection to a help provider. Indeed, 22 of the program participants were also headspace Inala clients at the time of taking part in UHELP and this may have led to greater improvements in SEWB than would have otherwise been the case. Nevertheless, establishing ongoing relationships between young people and support staff to which youth could later turn for help was a key part of the cultural appropriateness of the model, and it is also possible that it is central to the effectiveness of the program.
Conclusion
As this is the first published intervention to report a significant decrease in suicidal ideation in an Aboriginal and Torres Strait Islander sample, these findings are very promising. However, future research with improved methodological rigor using randomised-control, such as waitlist-control, trials would greatly advance research in this area, as these experimental designs have never been employed in published Aboriginal and Torres Strait Islander suicide prevention research.
While this is the first intervention to report a significant decrease in individual suicidality, it must be acknowledged that other community initiatives have observed similar effects, but without the capacity for rigorous evaluation, those outcomes have not been presented in such a way to inform and contribute to the evidence base. There is a need for future research to evaluate and champion other Aboriginal and Torres Strait Islander community-driven suicide prevention strategies to build the body of evidence in order to effectively address the significant gap in suicide and mental health disadvantage experienced by Australia's First Peoples, and by young people in particular.
